- INI90 'Ion -
('7mn nXY)

NnIN~1% "1 nn>on 091V

GENERAL CONSENT FORM [~ N
FOR AN OPERATION

(Intended for cases for which N7ITa NpaT
there is no specific form)

N /

Patient’s Name (n/7910nn nw):

Last Name / nnown nw First Name /'v1o nw  Father’'s Name / akn vy IDNo./.t.n

| hereby declare and confirm that | have been given a detailed oral explanation by Dr. (2"7):

Last Name / nnoswn nw First Name / '019 nw

concerning the need to perform the following operation (nim yix*aa iy 7y):

including the results that are hoped for, the reasonable risks and the alternative modes of treatment that are
possible in the circumstances of the case, including the prospects and risks involved in each of these courses
of action, the examinations and treatment involved in each of these courses of action, and the examinations
and treatments involved.

| hereby give my consent to perform the above-mentioned operation in the hospital (henceforth: “the primary
operation”).

It has been explained to me and | have understood that there is a possibility that during the course of the
primary operation, it will turn out that there is a need to be broaden its scope, alter it or to perform other or
additional procedures, including additional surgical procedures that cannot now be anticipated with certainty
or completely, but their significance has been made clear to me. | therefore consent to such broadening,
change or the carrying out of other or additional procedures, including operations that the hospital's
physicians will consider to be vital or needed during the course of the primary operation.

| also give my consent for performing anesthesia, whether general or local, in the event that this is

needed in the attending physicians’ judgment, with the exception of (byn%):
I know and agree that the operation and any other procedure will be performed by any designated physician,
according to the institution's procedures and directives, and that there is no guarantee that it will be
performed, fully or in part, by a specific person, as long as it is performed in keeping with the standard degree
of responsibility in the institution and in accordance with the law.

Notes (ninyn):
I, the undersigned, am aware that at the time of my discharge, the physician who operates on me
might not be present in the hospital. In this case, | give my consent for any other physician to perform
the discharge procedure on his behalf.

Date /7 xn Time / nyw Patient's Signature / n/7910nn nn'Nn
Guardian's Name (Relationship) / Guardian's Signature (for incompetent, minor or mentally ill patients) /
(n21y7) o19NLIDKRN DY (w21 NN IX 'O ,'T 7109 7 MI7NA) 0I9NVIDRN NN'NN

| hereby confirm that | have given the patient (n/7910n7%) / the patient’'s guardian (n/7910nn 7w 019NVISKT?)* a
detailed oral explanation of all the above-mentioned facts and considerations as required and that he/she has
signed the consent form in my presence after | was convinced that he/she fully understood my explanations.
n/DnnN X'N/RIN DEYNTR 0NPA 7'W7 KN 7D DX *N/791000 7w 019N0I9KY7 / N/7910N% NS 7V2 'MN20N D NWKRND X
.OXI7N2 N20N NIX N/]"aN D 'MyDIYY INKRY 191 Nndon 7y

Physician's Name / n/xonn nw Signature / nn'nn License No. / rwm 1o0n
* Cross out irrelevant option / "\nimin nx Y/jpnn
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